Objectives: Kawasaki Disease (KD) is a acute febrile systemic vasculitis and mainly affected children less than 5 years old. It has been the major cause of acquired heart disease in children from developing countries. The most important complication of KD is coronary artery involved that will cause activity limitation in the whole life. It will also bring anxiety and stress to family who had KD patient. In this stud, we used precision medicine plan to diminish medical cost, to shorten diagnosis duration, and to improved clinical care satisfaction. Methods: The average diagnosis days in year 2015 was 7.4 days after disease onset and with 78.6 % response to initial intravenous immunoglobulin (IVIG) treatment in the Kawasaki Disease Center of Kaohsiung Chang Gung Memorial Hospital in Taiwan. Anxiety scale (ranged from 0-100mm, Wewers & Lowe,1990) showed status of extremity anxiety with average scale of 79.1mm in family. The satisfactory scale including physician care, nursing, team care and education tool survey showed only 68.7%. We found the major problems were from searching admission ward for KD patient, waiting for physician check and for making diagnosis of KD. Process cycle efficiency (PCE) was 5.8%. Our precision medicine care were included KD specific admission ward with specific nursing and physician care, team care to diminish the diagnosis duration, interesting and useful education tools and set up the clinical treatment protocol.
ISQUA17-2582 THE RELATIONSHIP BETWEEN QUALITY IMPROVEMENT AND RESILIENT HEALTHCARE; NUANCES, COMPLEXITIES AND TRADE-OFFS
Objectives: "Quality improvement is the complex mix of efforts, skills and approaches of multiple groups-healthcare professionals, patients and their families, researchers, payers, planners and educators-to make changes designed to create better patient outcomes (health), better system performance (care) and better professional development (capacity)" (Batalden & Davidoff, 2007) . Essentially, it is a co-production involving all stakeholders.
Resilience is a complex construct drawn originally from resilience engineering. Applied to patient safety in healthcare by Hollnagel, Wears, Braithwaite and colleagues, it describes the capacity of the system to adjust and sustain required functions under expected and unexpected circumstances. Another way of describing resilient healthcare is it is the capacities to respond to internal and external pressures, monitor threats and risks, anticipate future occurrences, and learn from the past to understand, and plan the future (Hollnagel et al., 2013; Braithwaite et al., 2015) . Essentially, it is the collective ability of the people in the system to moderate the way things are done to make care better and safer.
Methods:
The question arises about the relationship between quality improvement and resilience. To date most work in resilient healthcare has applied the construct to patient safety. Yet the broader activities and approaches involved in improving the quality of healthcare have not been considered adequately within a resilient healthcare frame; and vice versa. In this presentation, we seek to examine quality improvement and resilience and the interaction between the two. Results: We will be looking through these two different lenses on the work of improving care delivered to patients and explore synergies and tensions. We will draw on three books we have published on resilient health care to explain to participants the nuances, complexities and trade-offs of care delivered in resilient settings. Conclusion: We will provide a case study of a clinical micro-system (Mohr & Batalden, 2002) and analyse the nuances, complexities and trade-offs involved in improving the quality of care with a resilience healthcare approach. Objectives: Unpacking the black box of complex interventions is critical to support their evaluation, attribution and replication. Complex innovations are often described as consisting of a 'hard core' and 'soft periphery'. 1 Despite growing use of these concepts multiple contrasting definitions exist. Denis 1 defined the 'hard core' as "elements that are well-defined and fixed" and the 'soft periphery' as "components that are less clear and flexible to adaptation by the adopting system"; Greenhalgh 2 as "irreducible features of the innovation" and "supporting structures and systems that might vary in different organizations and settings" and the UK Medical Research Council as "active ingredients" and "adaptable components".
This study aimed to critically appraise these different definitions of 'hard core' and 'soft periphery' and consider how the concepts could be operationalised. Methods: Qualitative methods were used to explore a complex intervention that was successfully implemented across five hospital sites in London, UK (2014 UK ( -2016 . The intervention was based on evidence for reviewing potentially inappropriate prescriptions in older people 3 and was implemented using a quality improvement approach.
Interviews were conducted with team members(n = 7). Document analysis included official documents (meeting minutes, highlight reports, and reviews), and the outputs from QI tools. Data was thematically analyzed using NVivo 10 database and findings triangulated with implementation teams through a focus group. Results: The elements of the complex intervention were categorised under four domains; accessibility of the evidence base to frontline clinicians; the process by which the evidence base was enacted in practice; the dependent processes and systems that need to be functioning well to support the process of enactment; and dependent sociocultural issues that needed to be address to support enactment. (Figure 1) Only a very small proportion of time was reported to have been invested in adapting the evidence base into accessible formats for clinicians, whilst a high proportion of time was invested in the ensuring that supporting systems and processes were working effectively and addressing sociocultural issues.
Reflections on existing definitions: Denis: Other than the original evidence based publication, no elements were completely fixed across sites and all were subject to degrees of local adaptation.
Greenhalgh: Drawing a line between the irreducible features of the intervention and supporting structures and systems was challenging and could be interpreted in multiple ways.
MRC: It was impossible to distinguish the active ingredients of the intervention from the adaptable components. Many of components that were highly adapted also made significant contributions to the successful implementation of evidence based medicine review.
All of the elements presented in Figure 1 could be interpreted as the irreducible principles of the intervention, each of which had to be adapted locally to ensure overall success. 
